County of Fairfax, Virginia

DATE: December 8, 2016

ADDENDUM NO. 1

TO: ALL PROSPECTIVE OFFERORS
REFERENCE: RFP2000002041

FOR: Physical Examinations and Medical Evaluations
DUE DATE/TIME: January 6, 2017 at 10:00 A.M.

The referenced Request for Proposal (RFP) is amended as follows:
1. The last day to submit questions is December 30, 2016.
2. Exhibit C has been revised. (Attachment A)

3. See Attachment B for the answers to questions received regarding the above
referenced RFP.

All other terms and conditions remain the same.

Penny Craviley
Contract Specialist

THIS ADDENDUM IS ACKNOWLEDGED AND IS CONSIDERED A PART OF THE SUBJECT
REQUEST FOR PROPOSAL:

Name of Firm

(Signature) (Date)

A SIGNED COPY OF THIS ADDENDUM MUST BE INCLUDED IN THE TECHNICAL

PROPOSAL OR RETURNED PRIOR TO DUE DATE/TIME.

Note: SIGNATURE ON THIS ADDENDUM DOES NOT SUBSTITUTE FOR YOUR
SIGNATURE ON THE ORIGINAL PROPOSAL DOCUMENT. THE ORIGINAL
PROPOSAL DOCUMENT MUST BE SIGNED

Department of Procurement & Material Management

12000 Government Center Parkway, Suite 427

Fairfax, VA 22035-0013

Website: www.fairfaxcounty.gov/dpmm

Phone (703) 324-3201, TTY: 1-800- 828-1140, Fax: (703) 324-3228



http://www.fairfaxcounty.gov/dpmm
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Exhibit C

(f APPLICATION FOR PHYSICIAN’S CERTIFICATE

L

Fairfax County Public Schools Bus Driver's
Fairfax County Thi fom is requfed undes he Setion 22.1-178of the
ENGAGE » INSPIRE » THRIVE Code of Virginia Regulations of the Board of Education

DRIVERS NAME (Printed)

DRIVERS LICENSE NUMBER, BIRTH DATE

ADDRESS

Medical History (To be completed by applicant] ~ Please check if you have any history of the following conditions:

[ Diabetes [ Heart Disease [ Loss of vision

[ Seizure Disorder [ High Blood Pressure (] Loss of Hearing
O Head Injury causing symptoms O Paralysis of any Type O Tuberculosis (TB)
[ Brain Tumor [ Muscle Disease [ Shoulder Injury

[] Nervous or psychiatric disorders (severs depression) [_] Sleeping Disorders (report sleep apnes andior periods of drowsiness)

1. Have you ever received treatment for or been recommended by a physician for treatment of alcoholism or drug
abuse? YES [INO[]

Do you currently feel that you use alcohol to excess?  YES [ NO [

Do you currently use psychoactive drugs such as marijuana, cocaine, or other similar drugs? YES [ NO []
Are you currently taking any prescribed medications?  YES [] NO []

If yes, to guestion 4, list the medication(s)?

@ ;o LN

Do you have hay fever or other minor illnesses, which require you to take over the counter (non-prescription)
medications currently or seasonally?  YES [ NO [
7. [If yes, to question 6, list the medication(s):

| certify | have answered the above questions truthfully and to the best of my ability. | hereby authorize the
medical examiner to release the information contained on this certificate to Fairfax County Public Schools.

Employee Signature Date

Medical Examiner's Comments:

PHYSICAL QUALIFICATIONS FOR COMERCIAL MOTOR VEHICLE DRIVERS

1 Mo person shall drive a school bus unbess that person i physically g.  Has no known medical hisiony of cinical diagresis of rheumatic,
qualfied o do 50 and has submitied 3 Schodl Bus Driver's Applcaton arthitic, orhopedic, muscular, newomuscular, o vascular
for Physician's Cerifoate sigred by the applicant and the dooor for the disease which would imierfere with the abiity o coneol and
applicable employment peniod. oprale 3 sohool bus safely without reasonable accommodations;

2 Aperson is prysically qualibed 10 drive a school bas i the irdividual: h.  Has no inown medical hisory o cinial dagnoss of eplepsy or

aryy other condition which is lkely o couse bes of corscousnEss
a.  Has noloss of & foof, @ leg, @ hand, or an arm which imereres o any koss of abilty o comiml 2 school bus safely without
with abilty i0 conirdl and safely drive a school bus wihows reasonable accommodations;
reascnable accommodations:
L Has no kncsn menial, nervous, organic, of funclicral discase or
b.  Has mo impairment of the wse of a fool, a leg, a hand, fingers, or Wawuwmmmummm;
an am, and mo ofer siredural defect of limiaton likely fo school bus sately without
inferfere wih abiity io conirol and safely drive a school bus
withoul reasonabie accommodations; 1 Has both distant and near visual acuity of at least 20080 [Snelen)
in each eye with or without comective kenses, and feld of wskon of
C.  Has mo known medical hisiory or dinical dagnosis of diabeies af least T degrees in the horzontal mendian in each epe, and the
meditus curmenty reguinng insulin ~for control; abilty [p recognize e colors of Fafic signals and devices
showing standards reed, gresn, and amib.er;
d.  Has po curent dinical dagnosis of myocardial infracion, angina
pecios, coronary sufficency, thombosis, o any  other i Firsl perooives a foroed whispened voioe in e betier ear at not
disease of a vanety known o be accompanied by less than & feet with or without the use of a hbearing aid o, if
ﬁw.dmm.uwmwm; mwuuwmmwm.dmwmumwp
Fezaiting s in the befer ear greater than 40 dedbels at 500 Hz,
e Has no know medical history or cinial diagnosis of respiratony ared 1,000 He and 2000 Hz with or wifhout 2 hearirg aid when he
likidy b interien with the ablity D conrol and drive a - deioe i C 0 American Mational Standard
school bus safely withouw! reasorable acoommodadions; {lomerdy ASA Standard) z24.5-1951
L. Has no known current clinical diagrosis of high blood pressure Node: Bus drivers should also refer 1o the "Fupill Transportation
Sty i Irnkerfrs: it fen ntity = opais 8 school B, oo Manual (FTMJ citen for instnuctional changes and reguiation updaies.

pressune resding must be less than or egual o 1600
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Employee License Number
*Note to examiner, please ask genital question before performing physical examination.
* Genital exam optional. If not desired, write “NO™ and initial here
(Applicant Initials) (Examiner Initials)
Visual Acuity without Comective Lenses
Distant R20/ L2014
Mear R20/ L20¢

Visual Acuity with Corrective Lenses

Distant R20/ L2011

Mear R20/ L20¢
Color Vision Visual Fields to 140 degree Horizontal sweep
Hearing: R L

Audiometry (May be completed by other qualified persons if authorized by the medical examiner)
Decibel Lozs without Hearing Aid at:

R 500 Hz R 1000 Hz R 2000 Hz

L 500 Hz L 1000 Hz L 2000 Hz
Decibel Loss with Hearing Aid at:

R 500 Hz R 1000 Hz R 2000 Hz

L 500 Hz L 1000 Hz L 2000 Hz

Audiometric Test Performed By

Ht. Wit B.P. Pulze
Check if Mormal:

[] Head [ Lungs [J Extramities

[JEyes [ Heart O MNeurclogic

[1Ears [] Abdomen [ Urinalysis

(1 Throat [ * Genitalia

[] ¥-ray, EKG, & TBE Skin Test Data: [ Positive [] Negative Date of Test:
Comments:

I am a duly licensed medical physician in Virginia, License No.
| cartify that | have reviewed the Medical History as written herson, examined the patient as noted above with the knowledge of
hisfher duties and the "Physical Qualification For School Bus Drivers”, | find without restrictions
with corrective lenses with a hearing aid

as best | can determine by reviewing the history and exam as above, | have no reason to suspect that the applicant uses illegal
drugs or excessive amounts of alcohol.

Examiners Signature:

Examiners Mame Printed:
Examiners Phone Number: Date:

MNotes: [1] Medical examiners should be aware of the physical demands, mental strain, and emotional responsibilities placed on school bus
drivers. In the interest of public safely, the medical examiner is required to certify that the driver does not hawve any physical, mental or
organic defects of such a nature that will affect the driver’s ability to operate 8 commercial motor vehicle (school bus) safely.

[2] The completed physician cerificate shall be scanned and sent to:
\irginia Sallers, Employes Testing and Compliance Specialist | Emai to: vesellarsi@fcps.edu
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Ql. Section 5.1 A requires the providers be licensed to practice medicine in VA and certified by the VA
Board of Medicine. Our MD’s are qualified by the board of medicine, but our NP’s are certified by the
VA Board of Nursing. Could you please clarify that this can be either/or since we are using licensed
nurse practitioners?

Al. Providers are required to be licensed to practice medicine in VA and certified by the VA Board of
Medicine or VA Board of Nursing as applicable for NP’s.

Q2. Section 5.2 3 Under reporting, requires the use of forms such as the physicians report, and physicians
certificate. We wanted to ensure that we could also use the equivalent forms for nurse practitioners.
Could this form be changed/edited to have “licensed provider” on the signatory block to reflect the
physician or nurse practitioner?

A2, See No. 2 of this Addendum.





